T he goal of this study was to collect information and make comparisons about occupational health services (OHS) in the Nordic countries: Denmark, Finland, Iceland, Norway, and Sweden. The Nordic Council of Ministers took the initiative for the study in late 1986 and invited one or two persons from various countries to participate in a working group. These persons represented either authorities or expert institutes in the field.
The report contains information on the development, implementation, and contents of OHS in the respective countries, as well as the administrative and financial systems, training of occupational health personnel, and legislation related to OHS. The report is not a scientific evaluation of OHS in the Nordic countries; rather, it is a description of the current situation based on the information available and the expertise of the group members.
ORGANIZATION OF OCCUPATIONAL HEALTH
SERVICES The Figure illustrates the various models for organization ofOHS in all the Nordic countries. In each country, OHS have started as an initiative of a single industrial enterprise. The majority of establishments in the Nordic countries are small, with less than 50 employees, and only a small minority of establishments have more than 500 employees.
In Finland and Iceland, OHS are
Coverage of employees by voluntary organized occupational health services has been slow in all the Nordic countries.
arranged through municipal health care centers where primary health care is also organized. In these countries, the employer also can buy OHS from private medical stations. A model of OHS by occupations can be found in Denmark, Norway; and Sweden. This means that occupational health services are organized only for the employees of one industry or branch of industry (i.e., mining, forestry, transportation, farming, etc.).
In three Nordic countries, the state has organized OHS for its employees. In most cases this system corresponds to the integrated system.
COVERAGE OF OHS IN THE
NORDIC COUNTRIES Coverage of employees by voluntary OHS has been slow in all the Nordic countries. In Sweden, coverage of 75% among the gainfully employed was achieved in 1988 as a result of agreements among the labor market organizations. The new compensation system which came into effect in 1986 also has increased the coverage of OHS, especially at small workplaces.
In Finland, however, the agreements did not achieve the desired coverage. It was necessary to pass a special law on OHS. Since implementation of the law in 1979, coverage of employees by these services has increased from 40% to 93% in 10 years. Both Finland and Sweden have ratified the International Labor Organization convention OLO, 161/ 85) on OHS, which requires the full coverage of services.
In Denmark and Norway, OHS have come into effect gradually in the most hazardous branches of industry; where their implementation is based on the Work Environment Act. In Norway, the decision has been made to continue to increase gradually the coverage of OHS. In 1988, coverage had reached 23% of employees in Denmark and 39% of employees in Norway.
No statistics are available yet on OHS in Iceland, but coverage is estimated to be as high as 60% of the gainfully employed. In Iceland, OHS are indirectly mentioned in the Work Environment Act, but no explanatory directives are provided.
CONTENTS OF OCCUPATIONAL HEALTH SERVICES Similarities
In all Nordic countries, the contents of OHS are mainly in harmony with the ILO convention on OHS. This means that the services are directed primarily to the prevention of work related problems and a~hievement of a better working environment, OHS provide neutral, investigative, and advisory services for the enterprises in all Nordic countries. Every country except Iceland has directives or regulations about cooperation among occupational health personnel and safety personnel, as well as between occupational health personnel, management, and employees.
Differences
The differences between OHS in each country are mainly of emphasis, i.e., which services are considered most important and how the occupational health personnel are organized. The Danish OHS stress technical and occupational hygienic functions dealing with the work environment. In Iceland, the contents of OHS are mainly medical, emphasizing health examinations. The aim of OHS, however, are the same as in the other Nordic countries, i.e., to provide advisory services for the workplaces to prevent work related problems.
Some differences also exist among the Nordic countries for curative care and general health care in connection with OHS. In each country the first aid of work accident victims and the acute treatment of minor illnesses are part of OHS. These services are limited in Denmark and Iceland, however. In Denmark, the family physician takes care of the preventive and curative care of individuals. In Iceland, these tasks belong mainly to the municipal health care centers. In Norway, occupational health personnel give treatment for work related diseases, but not for common diseases.
In Finland and Sweden, OHS personnel treat work related diseases and common diseases. In both countries, treatment is seen as a tool to improve working conditions, is a voluntary part of services, and is not required of OHS by law agreements.
Periodic health examinations in connection with occupational health hazards are carried out in each country. In addition, so called age controls, ie, age group health examinations, health examinations to follow up the working capacity of individuals with defects in their health, and work related and general health education examinations, are part of OHS in Finland, Norway, and Sweden.
OCCUPATIONAL HEALTH PERSONNEL
All the Nordic countries aim to have a multidisciplinary team carry out OHS. In practice, however, the structure of occupational health personnel varies.
In Denmark, technical and ergonomic experts form the largest group of occupational health personnel, and the number of health care personnel (occupational health nurses and physicians) is clearly smaller than in the other Nordic countries. According to Danish statistics, 22 physicians and about 50 occupational health nurses (full time equivalent) work in OHS for about a half million employees in Denmark.
In Iceland, OHS are carried out mainly by physicians. There are no statistics or exact data on OHS personnel in Iceland. However, it is known that some nurses, physiotherapists, and chemists are working in OHS. No technical or safety personnel are known to work in OHS in Iceland.
Currently, the idea of a multidisciplinary team has been best realized in Sweden, where medical (physician) and technical (safety engineer) expertise can almost always be found in the occupational health team. In Finland, the health care personnel have a central role in implementing OHS. Larger industrial enterprises have an occupational hygienist on their OHS team. The six regional institutes of occupational health offer expertise in occupational health nursing, ergonomics, occupational The compensation criteria vary from country to country. In Denmark, the compensation is conditionally based on the decisions of the state or municipality. The employer is reimbursed mainly for the establishment costs, e.g., the premises, equipment, instruments, and materials for OHS. In Finland and Sweden, the compensation is unconditional. The state support is considered to influence the development of both the quantity and quality ofOHS, and the employer is reimbursed once a year.
In Finland, the employer receives reimbursement not only for the establishment costs but also for the operating expenses, as well as the salaries of occupational health personnel and for their complementary training expenses. The amount of compensation today is 55% of the total costs of OHS. In Finland, the preventive activities of OHS at the workplaces grew at the beginning of the 1970s after a new compensation system came into effect in 1969.
In Sweden, the new compensation system that came into effect in 1986 has increased OHS especially at the small workplaces, which today receive extra compensation. On the whole in Sweden, the employer is reimbursed according to the number of employees who receive OHS. The starting cost is paid to the employer during the first 2 years after starting OHS. In addition to this, the state pays totally for the complementary training of occupational health personnel. 
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Employers are responsible for the total costs of occupa-• tional health services in all Nordic countries, but each nation has state reimbursement plans to help cover the costs. However, additional advantages in the subsidy system are needed to stimulate even the smaller enterprises to join the occupational health system.
COMPLEMENTARY EDUCATION
OF OCCUPATIONAL HEALTH PERSONNEL In all Nordic countries except Iceland, complementary education is available in occupational health. Complementary education in Norway and Denmark consists mainly of joint short courses. In Norway, the majority of occupational health personnel have participated in the 4 week joint training for professionals. The goal is to make this education compulsory.
In Finland and Sweden, the vast majority of occupational health personnel also have received complementary education in occupational health. In Finland, a part of the complementary education is given jointly to various professional groups, and a part separately to only one professional group, e.g., physicians. In Sweden, complementary education consists mainly of separate courses. The length of the courses psychology, occupational hygiene, and occupational safety. country except Iceland. In Denmark, a committee has been set up to consider the future development of OHS.
In Finland, the national occupational health program required by the ILO convention was confirmed in 1989. In coming years, the development of OHS will be based on this document. The main goal is to develop the quality, methods, and effectiveness of services, and to increase multidisciplinary representation on occupational health teams. The needs, qualifications, and education of occupational health personnel are already under discussion, as are the changes in the compensation system.
Norway has plans to change the Work Environment Act so that in the future OHS will cover all persons gainfully employed in the country. An estimated 10 years are needed to reach this goal. The plans also include an increase in the number of occupational health personnel. The aim also is to increase the multidisciplinary representation on occupational health teams.
The goal in Sweden is to reach full coverage of OHS for the gainfully employed, including entrepreneurs. Additional advantages in the subsidy system are necessary to stimulate even the smallest enterprises to join the OHS system.
In Finland, Norway, and Sweden, the quick changes in work and working life, as well as in the occupational structure, require new areas of competence from the OHS, i.e., more Rossi competence will be needed in behavioral sciences and leadership. New methods to recognize the need for rehabilitative measures at an early stage are especially needed because the population is aging rapidly in these countries. OHS in the future will need to focus more on the planning and organization of work, including the design of workplaces and the planning of personnel changes.
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